Introduction
According to the World Health Organization (WHO) [1] sexual health is a complex biological and sociological concept that requires a positive and responsible approach to sexuality and sexual relationships. It cannot be merely defined as the absence of sexual dysfunction. Sexual health can be greatly altered during pregnancy, birth and the postpartum period.
This chapter discusses selected important issues in sexual health during pregnancy, birth and the postpartum period. Pregnancy is a period where many physical and psychological changes occur. Such changes influence couples' lives in many ways, and their sexual life changes. Healthy sexuality during pregnancy appears to be a key stage in the evolution of a couple towards becoming parents. Sexual activity is reported to decrease throughout pregnancy, and the prevalence of reduced sexual interest and enjoyment in this period is over 60% [2] . Decreased sexual activity may be attributable to nausea, fear of miscarriage, fear of harming the foetus, lack of interest, discomfort, physical awkwardness, and fear of membrane rupture, fear of infection or fatigue or others [3] .
Sexual activity is known to have an effect on the spontaneous onset of labour. This effect is thought to be due to the presence of prostaglandin E in human semen, which matures the cervix and initiates uterine contractions; the female orgasm with the liberation of oxytocin, which is responsible for uterine contractions; and breast stimulation, which initiates the oxytocin release reflex [3] . Although the effect of sexual activity in reducing the risk of prolonged pregnancies has been well documented, less is known concerning its potential consequences on the prognosis of labour [3] . Many pregnant women (and some physicians) believe that sexual intercourse at term will have an impact on the onset of labour. However, recent studies show that sexual intercourse at term is not associated with ripening of the cervix and does not hasten labour [4] .
Postpartum sexual function is influenced by the many significant changes in anatomy, hormonal milieu, family structure, and partner relationships that accompany childbirth [5] , yet women's experiences of postpartum sexuality have rarely been explored beyond physical dimensions and focus mostly on issues related to pregnancy, vaginal trauma and breastfeeding [6] .
Despite the lack of large well designed studies on the discussed topic, the evidence available so far shows that pregnancy, childbirth and the postpartum period determine a relevant, even if reversible, negative effect on sexuality. Sexual health during pregnancy, birth and the postpartum period is increasingly being recognized as an important component of women's lives and an important area of maternity service provision, and therefore deserves our greater attention.
Sexual activity during pregnancy
Pregnancy is a period where many physical and psychological changes occur. Such changes influence couples' lives in many ways. Hormonal, physical and social changes commonly impact on women's physical wellbeing, mood, relationships and sexuality.
Sexual activity is reported to decrease throughout pregnancy, and the prevalence of reduced sexual interest and enjoyment in this period could be over 50% [2, 3] . Changes in the sexual life of a pregnant couple usually come gradually. Meta-analysis from von Sydow [7] and a study from Pauleta et al. [8] both demonstrated that sexuality does not significantly change in the first trimester and is slightly altered in the second trimester of pregnancy; however, the third trimester of pregnancy showed more than a 50% decrease in sexual activity [8] compared with prepregnancy states.
Decreasing sexual activity during pregnancy may be attributable to nausea, fear of miscarriage, fear of harming the foetus, lack of interest, discomfort, physical awkwardness, and fear of membrane rupture, fear of infection or fatigue or other factors which will be presented in the next subchapters.
What researchers have noticed is that sexual life during pregnancy is rarely discussed between pregnant couples and their midwives or doctors, although most women feel it should be discussed and wish to receive more information about it [9] .
Social, cultural factors and norms, fears and myths
Social and cultural factors and related myths can influence the sexual life of a pregnant couple. Demographic factors such as education level, full time employment, and duration of marriage and ethnic group have been reported to influence sexual function during pregnancy [9, 10, 11] . Tosun Güleroğlu and Gördeles Beşer [10] wanted to evaluate sexual functions of pregnant women and to determine the factors that negatively affect their sexual health, determining that the sexual lives of the pregnant women were negatively affected by factors such as old age, low educational status, and arranged marriages lasting for more than ten years. They gathered data using a personal information form and the Female Sexual Function Index (FSFI) 1 from over 300 participants, and also found out that 88.9% of their participants had sexual desire disorders, 86.9% had sexual arousal disorder, 42.8% had lubrication disorders, 69.6% had orgasm disorders, and 48% had sexual satisfaction disorders. Chang et al. [11] wanted to examine overall sexual function in Taiwanese women during the three trimesters of pregnancy and discovered that full time work has a significant negative effect on overall sexual function and on engagement in sexual activity during the second trimester of pregnancy.
There are numerous different sexual practices during pregnancy based on cultural factors, myths and norms, usually depending on where the couple comes from. A study by Naim and Bhutto [12] in Pakistani women revealed a decline in sexual function during pregnancy due to the belief that sexual intercourse might harm the baby, induce preterm labour and even cause abortion. Adinma [13] investigated the sexual behaviour and beliefs of 440 pregnant women from southeastern Nigeria. The mean frequency of sexual intercourse during pregnancy [1.5 times per week) was less than that before pregnancy [2.3 times per week). The husband was the main initiator of sexual activity [41.6%), while the wife was only rarely [2.7%). A total of 44.3% of the respondents believed that sexual intercourse during pregnancy widens the vagina and facilitates labour; 30.2% believed that it caused abortion in early pregnancy while 21.1% had no knowledge of any repercussions of sexual intercourse in pregnancy. In contrast to the previous mentioned study, 34 .8% of women in Nigeria believed that sexual intercourse during pregnancy improves foetal wellbeing. A study among Iranian women [14] revealed their fear about sexual activity during pregnancy because of the possibility of causing rupture of the hymen of the female foetus or possible foetal blindness. They also believed sexual intercourse might be an act of adultery while carrying a female foetus. A study conducted later in the Iranian population [15] revealed that the prevalence of sexual dysfunction is high during pregnancy and reaches higher levels in the third trimester. The authors concluded that pregnant women and their partners in Iran need counselling about physical and psychological changes in pregnancy. However, teaching about harming the foetus through sexual intercourse during pregnancy is not uncommon. In China, for example, a prospective cross-sectional study [16] revealed that Chinese pregnant women had less sexual activity and desire during pregnancy. A total of 80% of 298 participants and their partners worried about the adverse effects of sexual activity on the foetus. Similarly in Taiwan a study performed by Liu, Hsu and Chen [17] explored changes in sexual experiences in pregnancy in order to identify the decrease of coital frequency in Taiwan. The majority of their subjects stopped engaging in sexual activity during pregnancy, one reason for which being the fear of harming the foetus.
Contrasting results and perceptions about having sex in pregnancy come, for example, from Poland. According to the study by Malewitz [18] , sexuality in pregnancy to Polish couples means quite a stimulus to search for new ways of pleasing each other in love play. Their research makes it evident that experiencing sexual satisfaction by pregnant women improves their self-esteem, facilitates mutual relationship between partners and tightens the marital bond [18] .
Regardless of the social or cultural background of a pregnant couple, their positive or their negative perceptions about sexuality in pregnancy have an influence on their sexual behaviour in this fragile time of their life.
Biomedical, psychological and relationship factors
Sexuality and problems during the transition to parenthood are influenced by a complex interplay of biomedical, psychological and relationship factors, claims von Sydow [7] . In pregnancy, female hormonal function as well as physical and psychological changes may provoke and promote decline in sexual activities.
Hormonal changes (increased oestrogen, progesterone, and prolactin) cause nausea and breast tenderness, which together with fatigue, weakness, exhaustion and anxiety can reduce sexual desire and arousal or in other ways determine the difficulty of sexual life [19] . Relaxin, for example, causes epithelia cells in the vagina to enlarge and vaginal circumference lumen to increase, and this subsequently might cause a decrease in vaginal sensitivity [20] . Recent studies also suggest that hormones cause symptoms of diminished clitoral sensation, orgasmic disorders that may last up to six months postpartum and lack of libido [21] . Some authors [22] [23] [24] correlate diminished sexual desire with sex hormone alterations, but there are no valid studies so far to prove their major impact on women's sexuality during pregnancy [21] . To be exact, in pregnancy serum androgen levels have the highest levels in the beginning of pregnancy and then they fall in the third trimester, which should theoretically lead to a decrease in sexual desire. However, this was explored by Erol et al. [25] in a cross-sectional study where no significant correlation was found. Thorne and Stuckey [26] think that if lower sexual desire towards the end of pregnancy is hormone-related, the most likely explanation is that high progestin, as seen in the experimental evidence with exogenous hormones, negatively influences sexual behaviour, rather than decreased androgen levels. Although men may not experience the hormonal changes that occur within their partners' bodies, they often have emotional and visceral reactions to the pregnancy [27] .
Morning sickness and fatigue are one of the most common problems and reasons for loss of sexual desire during pregnancy. Even though weight gain is one of the normal processes in pregnancy, it has been suggested that worry about gaining fat and physical appearance is still a prominent preoccupation during pregnancy [19] . Kitzinger [28] is convinced that the nausea and vomiting many women experience during the first trimester may diminish their feelings of eroticism, and fatigue may lead to insufficient energy to participate or enjoy in sexual intercourse. There are also other physical changes, and we can only speculate as to the extent to which they influence or alter couples' sexuality. In the first trimester breasts may become quite tender and enlarged. Kitzinger [28] notes that while a male partner may find larger breasts exciting, the female partner may find any breast or nipple stimulation to be painful rather than erotic. Some investigators notice in their research an increase in frequency and responsiveness during the second trimester of pregnancy, possibly related to pelvis congestion at that time [29] . This pelvic congestion may lead to a marked increase in the intensity of a woman's orgasm. Many women who never have experienced orgasm during intercourse have their first orgasms during this time; women who previously have been orgasmic may have the experience of multiple orgasms [30] .
Sexual pain disorders, including vaginismus and dyspareunia, are quite prevalent in pregnancy. Results suggest that about half of women may develop genito-pelvic pain during pregnancy, which will persist for about a third, and a subset will develop this pain after childbirth [31] .
Studies have shown that pregnancy involves anatomic changes to the lower genitourinary tract and pelvic floor that may result in urinary incontinence [32] . In a retrospective study of women in the general population, urinary incontinence had negative effects on sexual function, but no significant correlation between urinary symptoms and sexual function in pregnancy has so far been found [27] . However, by the third trimester physical changes of pregnancy also become obvious on the outside, and women might feel less attractive due to their increased size. Lewis [27] noticed that some couples feel as if a third person is in bed during lovemaking, which can be distracting. Foetal movements, and Braxton-Hicks contractions may serve to diminish feelings of intimacy, and the woman's increasingly large abdomen may make usual sexual practices uncomfortable or difficult [27] .
Johnsson [21] says that sexual difficulties during pregnancy might be psychological in origin, occurring as an emotional response to the changed state of the woman. Naki Radoš et al. [33] examined the role of maternal body image and body image self-consciousness in sexual satisfaction and intercourse frequency during pregnancy when controlling for satisfaction with the partnership. The findings suggested that satisfaction with body image and body image self-consciousness were related to sexual satisfaction. Nevertheless, other aspects of partnership, such as communication, appeared to be much more important predictors of sexual satisfaction than body image variables [33] . There are also many other psychogenic factors that might affect women's sexual desire; besides the already mentioned fear about harming the foetus, anxiety of delivery or capability of being a good mother could also cause distress [25] .
There is limited research about the psychological benefits of sexuality in pregnancy, but at least meta-analysis from von Sydow [7] has found that sexual enjoyment during pregnancy is associated with higher relationship stability, tenderness and communication at four months and three years postpartum.
Those who are at risk
There is limited evidence in advising pregnant women at risk on sexual activity. Most common risks to sexual intercourse during pregnancy are listed in Table 1 .
Johnsson [21] talks about absolute and relative contraindications to sexual intercourse during pregnancy. According to her, absolute contraindications include unexplained vaginal bleeding, placenta praevia, premature dilatation of cervix and premature rupture of membranes, and relative contraindications include a history of premature delivery and multiple gestation. These indications have not been validated with the study. The author of this chapter, however, thinks it is better to talk about risk instead of contraindications. In the case of placenta praevia, for example, it has been advised not to do an examination of the cervix [34] , and it has also been theorized that penile contact during intercourse could result in a similar risk of haemorrhage [35] . A study by Timor-Tritch and Yunis [36] evaluated the safety of transvaginal ultrasonography in the diagnosis of placenta praevia, by determining whether the angle between the cervix and the vaginal probe is sufficient for alignment of the probe with the cervix. In 18 cases of placenta praevia, their findings showed that the angle between the cervix and vaginal probe is sufficient to prevent the probe from inadvertently slipping into the cervix. Although the study used a small number of participants, researchers claim that their study supports the safety of transvaginal sonography in diagnosing and monitoring patients with known placenta praevia. There are no studies of alignment of penile contact with the cervix during intercourse, so we cannot, based on the Timor-Tritch and Yunis [36] study, definitely claim that some women with placenta praevia might have or not have sexual intercourse during pregnancy. Although doctors think it is the best way for women to advice to abstain from sexual intercourse [35] we should consider every case separately and evaluate how much are they at risk rather than say that sexual intercourse is contraindicated for every women with placenta praevia.
Serious risks:
• unexplained vaginal bleeding.
• placenta praevia.
• premature dilatation of cervix.
• premature rupture of membranes.
Increased risks:
• history of premature delivery.
• multiple gestation.
• repetitive bacterial vaginosis.
Table 1. Most common risks to sexual intercourse during pregnancy
There is a common misconception that pregnant woman are not at risk for developing pelvic inflammatory disease (PID) due to a mucus plug in their cervix and obliteration in the uterine cavity due to decidua capsularis and parietalis. Theoretically they are at increased risk of getting the infection [35] , but when they get ill they are at greater risk due to a possible delay in treatment, which could be a hazard to pregnant women or their unborn children. There are several case reports and studies that prove that PID and pregnancy can coexist [37] [38] [39] [40] , and that treatment is much more complicated. In addition, there are also studies that have found a link between bacterial vaginosis and cervicitis, endometriosis and salpingitis [41] . Special attention should be paid when advising about sexuality to pregnant women with repetitive bacterial vaginosis, and women with no symptoms or evidence of lower genital tract infection should be reassured that sexual activity in pregnancy does not increase the risk of preterm delivery.
Although some people consider twin or higher multiple gestation pregnancies at serious risk of preterm labour as a result of sexual activity, none of the studies confirmed that. Neilson and Mutanbira [42] studied the effect of coitus on the precipitation of preterm labour in 126 women with twin pregnancies. The data indicate that coitus is not an important precipitant of preterm labour and that coitus need not be discouraged in women with twin pregnancies. Simlar Stammler-Safar et al. [43] wanted to evaluate changes in sexual activity in women with twin pregnancies and whether a higher frequency of sexual intercourse was associated with an increased risk of pregnancy complications. Their results demonstrate a decrease in the frequency of sexual intercourse, and they found no association between sexual activity and preterm delivery.
Substantial evidence about the safety of having sexual intercourse during pregnancy in those women who are at greater risk is missing. A woman's risk of an adverse pregnancy outcome as a result of sexual intercourse should be considered separately for each individual.
Counselling
Healthy sexuality appears to be a key stage in the transition of a couple to a family [21, 44] . Problems in sexual functioning during this stage may be amplified during this period of profound physical, emotional and psychological changes [21] . Polomeno [45] discovered that the way in which a couple deals with this sensitive period could also impact on the labour and birth. However, this area needs further investigation.
A pregnant woman may come for the first time to the antenatal clinic anytime between the first and last trimester, and she may or may not return to the clinic before birth. It is imperative, therefore, to make the most of her first visit [46] . Sometimes couples are not aware of alterations in sexual functioning in pregnancy and might be frightened or having a hard time adapting to changes. Many studies exploring sexual functions of pregnant women [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] identified that couples do not receive adequate (if any) information about changes in their sexual functioning. Women or couples are also not always comfortable in raising sexual concerns [21] . Therefore, it is extremely important for a healthcare provider to demonstrate good counselling skills, and specific behaviours that improve communication and/or make the client feel comfortable include [46] :
• Introducing oneself before proceeding with the interviews.
• Asking permission to talk about personal or sensitive issues.
• Asking open-ended questions using simple words.
• Encouraging clients to ask questions.
• Treating clients with respect.
• Seeing clients in private.
• Assuring the client's confidentiality.
Discussing sexuality in pregnancy with the healthcare provider is well within the scope of a routine consultation. If healthcare providers are comfortable discussing sexuality and intimacy they might also help the client to feel safe to disclose other relationship issues [47] . However, patients may have difficulty talking to healthcare providers about sexuality and sexual health in pregnancy. Most people are not used to discussing sexual matters openly.
When a woman comes to her first antenatal check-up, at history-taking there are, according to Johnsson [21] , several points to consider beside regular pregnancy-related issues: assessment of the relationships (sexual and otherwise), patient support network, whether the pregnancy was planned, previous outcomes of pregnancies, previous deliveries, current health, contraception (past and future), etc. Taking a patient's sexual history can facilitate a discussion on sexuality and sexual health and need not take an inordinate amount of time. Kinsberg [48] proposes the following scheme to initiate discussion of sexual issues:
• Are you or your partner having any sexual difficulties at this time?
• Are you satisfied with your current sexual relationship?
• Do you have any sexual concerns you would like to discuss?
If a patient's answers suggest that she wants to discuss sexual issues, the following questions might be productive:
• Tell me about your sexual history-first sexual experiences, masturbation, how many partners you've had, any sexually transmitted infections or sexual problems you've had, and any past sexual abuse or trauma.
• How often do you engage in sexual activity?
• What kinds of sexual activities do you engage in?
• Do you have difficulty with desire, arousal, or orgasm?
The answers to this question should give us an orientation to incorporate targeted counselling on expected changes in sexual health related to pregnancy. To facilitate effective communication with patients on sexuality and sexual health, providers should [46] :
• Promote sexual health in clinical practice environments.
• Provide patients with current information regarding sexual health.
• Acknowledge their patients' feelings, attitudes, and norms that may be obstacles to individual sexual health and use this information to help patients establish realistic goals.
• Assist patients with the development of skills they may need to achieve personal goals for sexual health (e.g., communication, negotiation, and planning strategies).
• Participate in continuing education activities focused on sexual health.
• Be aware and respectful of their patients' sexual values and lifestyles.
• Understand how values of the healthcare provider or the clinical setting may influence practices and take care to provide unbiased and comprehensive care.
Johnsson [21] is convinced that healthcare providers should reinforce the normal reduction in the frequency of sexual intercourse as well as libido, sexual desire and orgasm that commonly occur particularly until the end of the pregnancy; however, what is normal to one couple might not be normal for the other, so each case should be considered separately. It is also essential that couples know that having sexual intercourse during pregnancy is usually safe and is not harming their unborn child. Healthcare providers should also discuss other options for the expression of intimacy with couples, such as different forms of non-coital contact that could also be pleasant and satisfying for both partners.
During the following visits the healthcare provider should ask for any new things that might emerge and give advice on problems that might arise. There is a strong evidence-based argument in favour of discussing sex and relationships at every opportunity, and maternity care providers must have access to resources to provide sexual education and support, within ethical boundaries [48] .
Key points:
• Sex is generally considered safe in pregnancy.
• During the last weeks of pregnancy female sexuality is universally low or non-existent [7] .
• There is limited evidence of advising pregnant women at risk on sexual activity.
• In every other phase of the transition to parenthood female sexuality is very variable depending on perspective mother physical and mental health, her sexual or nonsexual history, relationship of the couple and her life circumstances [7] .
• Healthy women and their partners can stay sexually active during the entire pregnancy; however, sexual activity needs to be discouraged if certain problems occur [7] .
• Discussion of sexuality in pregnancy with a healthcare provider is essential for every pregnant couple and should be part of routine practice for those who are providing maternity care.
Sexual intercourse and/at the onset of labour, review of evidence
Many women believe that sexual intercourse at term will hasten the onset of labour. Shaffir [5] reports a study where over 73% of pregnant women knew about this concept and 46.1% believed it to be true. It is very common also for midwives and doctors to suggest sexual intercourse or love making as a means to ripen the cervix and induce labour. Even Varney's Midwifery [49] , a professional midwifery text, and May Gaskin's books [50] [51] [52] as lay midwifery reading include sexual intercourse as a method for the onset of labour. But Myles textbook for midwives [53] as another important professional midwifery book says: '... insufficient data are available...' (p. 540].
It has been speculated that nipple stimulation, clitoral stimulation and uterine activity provoked by orgasm may aid initiation and augmentation in labour. The production of oxytocin and prostaglandins as a result of both is thought to provide that physiological basis [53] . Toth et al. [54] , in their study, measured cervical mucus concentrations of prostaglandins E (PGE) and F (PGF) in 30 pregnant women during their entire pregnancy. During the first and second trimester, the concentrations of PGE and PGF were similar, but during the third trimester PGF levels were ten to 20 times higher. Two to four hours after intercourse, prostaglandin concentrations in the cervical mucus were found to be about ten to 50 times higher than normal. Researchers thought that the prostaglandins in cervical mucus might participate in the gradual changes in the extracellular matrix of the cervix that result in the extensive remodelling of the cervix during pregnancy [54] . F and E series prostaglandins play an important role in ripening the cervix and contribute to the contractibility of the uterus, are produced by the cervix, are known to be produced by the foetal membranes and the decidua, and are detectable in liquor in increasing quantities before term [53] . F and E series prostaglandins result in uterine contractions, E series prostaglandins are relatively more uteroselective and are clearly superior to F series prostaglandins in producing cervical ripening [55] . Increased prostaglandin concentrations in the Toth et al. [54] study could be due to the presence of semen, which contains prostaglandin. In fact, the richest source of prostaglandins in humans are indeed seminal vesicles [56] . Therefore, there is a biological plausibility regarding the effect of sexual intercourse on the onset of labour from this point of view. However, when Shaffir [5] conducted a study where he wanted to determine the effect of sexual intercourse on cervical status he did not find a significant association. He used a weekly Bishop score as a method of evaluation of the cervix and found no significant difference in scores in those women who had sexual intercourse and those who did not.
A Brustman et al. study [57] investigated changes in the pattern of uterine contractility before, between and after sexual intercourse. The study population consisted of 30 pregnant subjects. In group 1 were 15 women treated for an episode of preterm labour with intravenous and oral tocolysis in this pregnancy, and in group 2 were low-risk volunteers. Using home uterine tocodynamometric systems they monitored uterine contractility for three 60-minute time periods related to coitus. A significant increase in uterine contractility in the immediate postcoital period was observed for the high-risk women, but not for the controls. This increased uterine activity subsided spontaneously within two to three hours, returning to baseline. A small-scale experimental study of three normal gravid women between 28 and 38 weeks of pregnancy was performed by Chayen et al. [58] where they measured uterine contractility and foetal heart rate during sexual intercourse. Baseline traces were obtained 20 minutes before coitus. Increased uterine activity and a variety of foetal heart changes were seen in most (four out of 13 recordings) instances immediately following orgasm.
There are a variety of studies that have aimed to find the connection between coitus and onset of labour, but most of them found no association. Perhaps one of the largest scale studies on the effect of sexual intercourse on labour was done by Mills et al. [59] in this study, data on 10 981 singleton, low-risk pregnancies were examined. The mothers were asked at time of delivery if there were any months when they did not have sexual intercourse during pregnancy. Pregnancy outcomes were determined by medical record review. Those having intercourse showed no increased risk of premature rupture of membranes, low birthweight or perinatal death at any gestational age. Women abstaining from intercourse had more unfavourable outcomes in the seventh and eighth months, but these differences were almost eliminated by adjustment for maternal age. Preterm delivery was no more frequent in those having intercourse than in those abstaining. Chiong Tan et al. [60] wanted to determine coital incidence at term and to estimate its effect on labour onset and mode of delivery. They analysed 200 healthy women with uncomplicated pregnancies who kept a diary of coital activity from 36 weeks of gestation until birth and answered a short questionnaire. Reported sexual intercourse at term was influenced by a woman's perception of coital safety, her ethnicity, and her partner's age. Coitus at term had no significant effect on operative delivery. Reported sexual intercourse at term was associated with earlier onset of labour and reduced requirement for labour induction at 41 weeks. A year later, Chiong Tan et al. [61] estimated the effect of coitus on the onset of labour. A total of 102 women with a non-urgent labour induction at term were recruited. Women randomly assigned to the advised-coitus group were encouraged to have sex to promote the onset of labour. The control group was neither encouraged nor discouraged regarding coitus. Participants kept a coital and orgasm diary until delivery, and standard obstetric care was provided to both groups. Primary outcomes were reported for coitus and spontaneous labour. Secondary outcomes included reported orgasms, initial Bishop score at the admission for induction, preterm rupture of membranes, use of dinoprostone, oxytocin, or epidural, meconium-stained amniotic fluid, caesarean delivery, maternal fever, and neonatal morbidity. Spontaneous labour rate was no different [55.6% compared with 52.0%). Caesarean delivery rate and neonatal and other secondary outcomes were also not different. Among women scheduled for labour induction who were advised to have sex, the increase in sexual activity did not increase the rate of spontaneous labour. In 2009 Chiong Tan et al. [62] tried to evaluate the relationship of reported coitus and orgasm with spontaneous labour at term. Women at term scheduled for non-urgent labour induction were asked to keep a coitus and orgasm diary. These women were recruited for a randomized trial on the effect of coitus to promote spontaneous labour as mentioned above. Women who reported coitus were less likely to go into spontaneous labour prior to their scheduled labour induction. Reported coitus and orgasm were not associated with adverse pregnancy outcomes.
Premature rupture of membranes (PROM) as a possible adverse pregnancy outcome due to coitus was also researched. Ekwo et al. [63] tested the hypothesis that during late pregnancy sexual behaviours including sexual positioning related to the occurrence of premature rupture of membranes. They included women aged 15 to 45 years having preterm premature rupture of membranes, term premature rupture of membranes, or preterm delivery without premature rupture of membranes and were matched singly by age, race, and parity to control women who delivered term infants. Information about six sexual activities, obstetric history, cervical infections, smoking during pregnancy, and sociodemographic information was obtained by interview. Their results showed that only the male superior position was significantly associated with preterm premature rupture of membranes and preterm delivery without premature rupture of membranes after confounding variables were controlled for. No sexual positioning or sexual activities related significantly to term premature rupture of membranes. Oboro et al. [64] researched the possibility of sexual activity causing the PROM in Nigeria. They studied 97 consecutive patients [194 including control group without PROM) with a singleton normal pregnancy who had spontaneous prelabour rupture of foetal membranes. All patients were between 20 and 40 years of age, and at not less than 28 weeks of gestation at delivery. After delivery, a self-administered questionnaire with 17 items was offered to the women. Their findings did not show greater sexual activity in patients who had PROM. Coital frequency decreased progressively towards the end of pregnancy and was similar in both groups. There were no significant differences in the frequency of orgasmic coitus between the two groups. As seen so far, no study confirming sexual activity is associated with premature rupture of membranes.
Nipple stimulation has also been researched as a method of natural inducing labour. It has been reported to encourage cervical ripening, with an increase in the number of women spontaneously starting in labour [65, 66] . The stimulation was, for the purpose of the study, used three hours per day for three days, and this is barely considered to be natural.
There seems to be no scientifically proven natural sexual methods of induction of labour. However, a quest to find them still exists, probably because medical methods of induction are invasive, require hospitalization and include vaginally administered prostaglandins or amniotomy with or without intravenous oxytocin administration. Besides this, they are too often used without any strong medical justification.
Key points:
• Sex is generally considered safe late in pregnancy, at term.
• F and E series prostaglandins play an important role in ripening the cervix and contribute to contractibility of the uterus.
• Increased uterine activity and a variety of foetal heart changes were observed immediately following maternal orgasm.
• Sexual activity at term is not associated with increased risk of premature rupture of membranes.
• Sexual activity at term is not associated with increased risk of premature birth.
Sexual activity after childbirth
The first months after birth can have a great impact on women's sexual lives [21] . Postpartum sexual functioning is influenced by many factors, by significant anatomical changes, hormonal milieu, by the relationship between the partners, the way the family and support is structured and many other things. Sexual health after birth in the past did not receive enough attention from healthcare providers, but recent literature provides emerging attention to this aspect of postpartum care [67] . It is almost impossible to say what optimal sexual function after birth is. Connoly et al. [68] based on the results of their longitudinal prospective study, claim that within three months of birth 80-93% of women resume sexual intercourse, with sexual problems dissolving typically within one year postpartum. Luire et al. [69] speak of three mechanisms which may contribute to sexual dysfunction afterbirth: dyspareunia, birth canal injury and overall general health of mother. Much more precisely von Sydow [7] divides factors associated with decreased sexual interest, activity and enjoyment and increased sexual problems during postpartum (see Table 2 ]. She sees possible sexual dysfunction as a complex interplay by biomedical, psychosocial, couple/relationship factors as well as attributes of the baby and mother-child relationship.
Biomedical factors:
• Degree of perineal birth trauma.
• Assisted vaginal delivery.
• Tiredness.
• Kegel exercise not performed.
• No reliable method of contraception.
Psychosocial factors:
• Mental symptoms (depressed mood, emotional liability).
• Prepregnancy sexual history and sexual symptoms.
• Poor childhood relationship with father.
Couple relationship factors:
• Low relationship satisfaction.
Attributes of the baby and mother-child relationship:
• Male babies: mothers of boys are perceived less tender by their partners as mother of girls.
• Mothers with rigid and overprotective relationship to their baby.
• Breastfeeding. Table 2 . Factors associated with sexual dysfunction [7] Postpartum sexual dysfunction (including dyspareunia) is identified in 41-83% of women at two to three months postpartum [70] . Leeman [70] describes that sexual dysfunction can be primary, indicating lifelong dysfunction, or secondary, indicating a change in function. Although many women are reporting more than one sexual disorder at a time, most common is lack of desire or sexual interest [70] .
Physical changes associated with birth
Physical changes associated with birth and postpartum may influence a woman's sexuality. Following normal spontaneous delivery the vagina is wider and can be bruised and swollen [53] . The hormonal milieu causes the vaginal wall to lubricate poorly. This usually causes vaginal soreness during intercourse [71] . This is caused by lower levels of oestrogen. For breastfeeding mothers, levels of oestrogen are lower than in those who are not breastfeeding, and the dryness can be more marked. Experiencing discomfort with sexual intercourse is likely to discourage women from desiring sexual intercourse on subsequent occasions and reduce their sexual satisfaction [72] .
Perineal or genital tract trauma is associated with postpartum dyspareunia. The research about whether this perineal trauma negatively impacts on sexual health after childbirth carries confounded results due to a variety of factors such as a postpartum timeframe, elective versus restrictive episiotomy and suturing or not suturing [73] . Compared to women who had normal spontaneous deliveries, women with episiotomies complained of increased perineal pain, decreased sexual satisfaction and a delay in restoring sexuality after birth [74] [75] [76] [77] . Rathfish et al. [78] report that women who had episiotomy or second degree tear had lower levels of arousal, orgasm and sexual satisfaction and dyspareunia at three months postpartum, compared to women with an intact perineum. Leeman et al. [79] compared the postpartum pelvic floor function of women with sutured second-degree perineal lacerations, unsutured second-degree perineal lacerations, and an intact perineum. At 12 weeks postpartum, no differences were noted between groups regarding complaints of urinary or anal incontinence, sexual inactivity, or sexual function. However, in the same study Rodgers et al. [80] assessed sexual function at three months postpartum in women with genital trauma at birth. Trauma was categorized into minor trauma (no trauma or first-degree perineal or other trauma that was not sutured) or major trauma (second-, third-, or fourth-degree lacerations or any trauma that required suturing). Women who underwent episiotomy or operative delivery were excluded. Both trauma groups were equally likely to be sexually active. Significant differences were demonstrated: women with major trauma reported less desire to be held, touched, and stroked by their partner than women with minor trauma, and women who required perineal suturing reported lower Intimate Relationship Scale scores than women who did not require suturing.
The mode of delivery
There is extensive literature that has researched modes of delivery and their impact on sexual function after birth. The evidence does suggest a strong link between operative vaginal delivery and impaired sexuality after birth [81] [82] [83] [84] [85] [86] [87] . The somewhat protective role of caesarean sections has been noted as contributing to an early reestablishment of sexuality [21] . Johnsson [21] says that potential mechanisms may include minimal pudendal nerve injury, less trauma to the pelvic floor by the process of labour and the elimination of lacerations, episiotomy and diminished pain postpartum. There are some studies that have demonstrated this [87, 88] and some that have not [89] . Trauma to the pudendal nerve, however, has been demonstrated after vaginal delivery [21] . The main symptom of pudendal nerve trauma is pain in one or more of the areas innervated by the pudendal nerve or one of its branches. These areas include the rectum, anus, urethra, perineum, and genital area. In women this includes the clitoris, mons pubis, vulva, the lower 1/3 of the vagina, and labia [57] . Intrapartum pudendal nerve injury may be caused by compression of the foetal head. Stretch injury of pudendal nerve may be caused by a prolonged second stage of labour, operative delivery and large foetus [21] . Recovery usually takes two to six months [90] .
Hicks et al. [91] performed a systematic review of the literature on selected postpartum sexual function outcomes as affected by caesarean, assisted vaginal, and spontaneous vaginal delivery. The studies all showed increased risks of delay in the resumption of intercourse, dyspareunia, sexual problems, or perineal pain associated with assisted vaginal delivery. Some studies showed no differences in sexual functioning between women with caesarean delivery and those with spontaneous vaginal delivery, whereas others reported less dyspareunia for women with caesarean delivery. A systematic review of the literature suggests an association between assisted vaginal delivery and some degree of sexual dysfunction. The reported associations between caesarean delivery and sexual dysfunction were inconsistent [91] .
Safarinejad et al. [92] sought the relationship between mode of delivery and subsequent incidence of sexual dysfunction and impairment of quality of life in women and their husbands. A total of 912 pregnant women (mean age 26 +/-2, range 21-32 years, parity I) and their husbands were recruited in this prospective study. The subjects were subdivided into five groups according to their mode of delivery, including: group A, spontaneous vaginal delivery (SVD) without injuries; group B, vaginal delivery with episiotomy (VDE) or perineal laceration; group C, operative vaginal delivery (OVD) (instrumental delivery), group D, planned caesarean section (PCS); and group E, emergency caesarean section (ECS). Of women in groups A, B, C, D, and E, 42.6%, 37.1%, 32.7%, 64.3%, and 38.3% resumed sexual intercourse (SI) within eight weeks of delivery. Women who experienced a PCS had the lowest pain scores, and women who had OVD had the highest pain scores at first SI (P = 0.001]. The research has shown that the quality of life parameters for PCS women were generally higher than for the other groups, and this concerns almost all categories. In healthy women with normal singleton pregnancies at term, instrumental deliveries are associated with the highest and PCS associated with the lowest rate of long-term maternal and paternal sexual dysfunction [92] . Connolly et al. [69] on the other hand found no difference at three or six months postpartum in timing of reestablishment of sexuality, dyspareunia or achieving orgasm whether women had caesarean section or vaginal delivery. Additionally, no impact was found of panned mode of delivery (vaginal vs. caesarean) on satisfaction with sexual relationship two years postpartum [93] and six years postpartum [94] .
Dyspareunia
A very important determinant of postpartum sexual function is perineal pain and resultant dyspareunia (painful sexual intercourse). Perineal pain after a laceration is the most common cause of dyspareunia [79] . Dyspareunia is reported by 41%-67% of women two to three months postpartum and strongly associated with degree of perineal trauma. It has been reported that episiotomy with or without operative delivery is associated with dyspareunia and that spontaneous second-degree tears cause less perineal pain than episiotomy [95] . Connolly et al. [69] conducted a study to evaluate the effects of pregnancy and childbirth on postpartum sexual function. A total of 150 women were enrolled. Questionnaires were completed regarding sexual function prior to pregnancy, at enrolment, and at two, six, 12, and 24 weeks postpartum. At six, 12, and 24 weeks postpartum, 57%, 82%, and 90% of the women had resumed intercourse. At similar postpartum timepoints, approximately 30 or 17% of women reported dyspareunia; less than 5% described the pain as major. Delivery mode and episiotomy were not associated with intercourse resumption or anorgasmia; dyspareunia was only associated with breastfeeding at 12 weeks. However, no association was found with mode of delivery or the use of episiotomy.
Signorello et al. [96] wanted to investigate the possible association between the occurrence or/ and persistence of dyspareunia after childbirth and mode of delivery. Research was carried out with a retrospective cohort design in three groups of primiparous women after vaginal birth: Group 1 (n = 211] had an intact perineum or first-degree perineal tear; group 2 (n = 336] had second-degree perineal trauma; group 3 (n = 68] had third-or fourth-degree perineal trauma. At six months postpartum about one quarter of all primiparous women reported lessened sexual sensation, worsened sexual satisfaction, and less ability to achieve orgasm, as compared with these parameters before they gave birth. At three and six months postpartum, 41% and 22%, respectively, reported dyspareunia. Women with second-degree perineal trauma were 80% more likely and those with third-or fourth-degree perineal trauma were 270% more likely to report dyspareunia at three months postpartum. At six months postpartum, the use of vacuum extraction or forceps was significantly associated with dyspareunia, and women who breastfed were four times as likely to report dyspareunia as those who did not breastfeed. Women whose infants were delivered over an intact perineum reported the best outcomes overall, whereas perineal trauma and the use of obstetric instrumentation were factors related to the frequency or severity of postpartum dyspareunia [96] . These results were recently confirmed by Baksu et al. [97] who evaluated the effect of mode of delivery on postpartum sexual functioning in primiparous women. A total of 248 primiparous women were recruited into this study. Women who delivered vaginally and had mediolateral episiotomy reported significantly higher pain between six months postpartum than women with caesarean or spontaneous delivery. Not only pain, but also other important aspects of sexual function, such as arousal, lubrication, orgasm, and satisfaction were also affected by performing mediolateral episiotomy during vaginal delivery, well beyond the puerperal period. Concerning these effects, the authors recommended a policy of restricting mediolateral episiotomy.
It is seen from these study results that dyspareunia is mostly related to mode of delivery and problems that originate from that, and it is important that healthcare providers have knowledge of altered sexual life due to dyspareunia. The care they offer should be evidence-based and sensitive. Studies that have examined obstetricians' personal preferences toward delivery have indicated the major reason for avoiding vaginal delivery to be a fear of childbirth and concern for postpartum sexual health [21] . Caesarean delivery, as mentioned, appears to decrease the incidence of dyspareunia in the first three to six months postpartum, but has no effect beyond that frame. Despite the fact that some might see a caesarean section as a preventive measure for postpartum dyspareunia, studies have not confirmed this, and the fact that it is a major operation with possible serious side effects still remains.
Pelvic floor dysfunction
The pelvic floor is formed by the soft tissues that fill the outlet of the pelvis, and the most important of these is the strong diaphragm of muscle slung like a hammock from the walls of the pelvis, through it pass the urethra, the vagina and the anal canal [54, p. 107] . Pelvic floor dysfunction means weakened pelvic floor muscles cause the internal organs not to be fully supported and can this lead to difficulties in controlling the release of urine or faeces.
Studies suggest that vaginal delivery is associated with a higher rate of urinary of faecal incontinence than women who have undergone caesarean delivery [98] [99] . It has to be noticed that none of the studies differentiate between an emergency caesarean section or planned caesarean section, or perhaps the length of the second stage in normal spontaneous delivery, which would be of great importance to the rate of urinary of faecal incontinence. It is also important, however, to address this issue due to the fact that urinary and faecal incontinence have a great impact on impaired sexual life and therefore quality of life postpartum [100] .
Breastfeeding
There is quite strong evidence that suggests that breastfeeding reduces women's sexual desire and frequency of intercourse in postpartum [101] [102] . Breastfeeding mothers have high levels of prolactin, which are maintained by babies' suckling. These high prolactin levels suppress ovarian oestrogen production, which results in reduced vaginal lubrication in response to sexual stimulation [54] . On the other hand, oxytocin release with breastfeeding causes milk ejection and appears to have positive effect on mood. Avery et al. [103] found that breastfeeding caused sexual arousal. The investigators used a descriptive design, analysing data from the 576 primiparous breastfeeding women who, as part of a larger study, completed the Breastfeeding and Sexuality Tool at the time of complete weaning. The women were from a large, private hospital in urban Minnesota. Subjects completed initial questionnaires during postpartum hospitalization. Follow-up data were collected by phone at one, three, six and 12 months postpartum. Those who had not been weaned by 12 months were followed every three months until complete weaning was reported. Overall, women perceived that breastfeeding had a slightly negative impact on the physiological aspects of sexuality, but did not greatly affect the woman's sexual relationship with her partner. In addition, breastfeeding mothers perceived their partners' attitudes towards breastfeeding and sexuality as slightly positive, and did not worry that sexual activity would harm their milk supply or their ability to nurse. Breastfeeding caused arousal frequently for 16.7% of women and infrequently for 23.7% of women. Quite different results came from another study where breastfeeding women have reported experiencing vaginal dryness, dyspareunia, increased nipple sensitivity, leaking milk and decreased arousal [67] . Barrett et al. [104] identify in their study a lack of interest in sexual activity at two months after birth that is strongly associated with breastfeeding, and dyspareunia is reported to persist for up to six months in some breastfeeding women. As seen, there are conflicting data as to whether breastfeeding increases or decreases sexual arousal. Some women also report physical contact with their infant as fulfilling a desire for contact that may otherwise be fulfilled with their partners; moreover, experienced breastfeeders report less of a reduction in sexual frequency than first-time breastfeeders [104] .
Fatigue
Fatigue is a key component in the experience of parenting, and one of the most common problems women experience postpartum [6] . In three different studies [105] [106] [107] 62% of women report fatigue to interfere with their sexual life four months postpartum. Byrd et al. [108] state that fatigue accounted for considerable variability in postpartum women's decreased sexual desire. Despite this, fatigue is rarely studied as an independent variable.
Some psychological issues
There are many psychological issues that could affect postpartum sexuality such as stress and depression, relationship factors, perceived motherhood and others. There are few studies that research the relationship between depression and sexual activity postpartum. Morof et al. [109] researched the sexual health experiences of depressed and nondepressed postnatal women within a six-month postnatal period. Sexual health problems were common after childbirth in both depressed and nondepressed group; however, depressed women were less likely to have resumed intercourse at six months and more likely to report sexual health problems. Depressed women have decreased sexual desire, which may contribute to increased postpartum sexual function [21] . Research surrounding relationship satisfaction postpartum consistently demonstrates associations between partnership dissatisfaction and reduction in sexual activity, desire and enjoyment [104] , while high-level support from a partner has been associated with greater sexual enjoyment [21] . For most women motherhood is a positive experience [110] , but some might find negative aspects, such as a lack of uninterrupted time to pursue personal interests, quite disturbing [111] . There is some empirical evidence that such difficulties have an impact on sexual life; Pertot [112] found some evidence to suggest that problems in women's postpartum sexual responsiveness might be associated with difficulties with their mother role. Positive body image is generally thought to contribute to postpartum sexuality in women, though the associations are ambiguous [104] . It is already known that women who are satisfied with the way they look enjoy more sexually [7] , but the fact that below 30% of women are satisfied with the way they look still remains [104] . Additionally, postpartum, besides adaptation to the role of mother, a lot of physical changes occur, weight needs some time to drop, breasts are changing, women might have abdominal striae or varicose veins, they might be lacking sleep and be experiencing many other things that potentially influence her body image in a negative way. Olsson et al. [113] conducted a series of focus group interviews to determine how some women experienced their sexual life with their partner after giving birth. Four themes were identified: body image after childbirth, how sexual patterns are altered following new stresses of family life, discordance of sexual desire with partners, and the necessity for reassurance. The women did not feel comfortable with the physical changes that had taken place and their body image. Childbirth meant less sleep and less free time; consequently, instead of having sex, women wanted to sleep or have time for themselves, and that led to a changed sex pattern. Discordance of sexual desire with the partner was a problem but most of the women expressed confidence that their sexual desire would return shortly. Reassurance and confirmation that they were physically acceptable and back to normal was essential. New mothers are concerned with their body image and their ability to adapt to parenting [113] . It seems that women need reassurance from healthcare professionals that their physical, psychological and bodily changes are a normal part of their childbearing.
Some risk factors for altered sexual health postpartum were identified. There might also be cultural or societal aspects regarding resumption of sexual activity but which were not discussed in this subchapter. Recommendations for practice by healthcare providers will be given in the concluding chapter.
Conclusion
Sexuality of expectant parents is of great importance, from a medical and psychological point of view. Childbearing is a period of incredible change on many levels of health, and requires the adaptation of a couple to the new addition to their family. A couple might not be aware that these changes commonly occur, and a majority of women may not receive adequate information or anticipatory guidance on these alterations from their healthcare providers [21] .
Although some aspects about communication with prospective parents were already given in the second subchapter, this conclusion will, rather than summarize what is already written, contain valuable information for healthcare providers about how to approach and talk to parents about their sexuality and how to minimize some of the adverse events in pregnancy and birth for optimizing the sexual health of a couple postpartum. Recommendations are summarized and adapted from two authors who are well known researchers and professionals on the selected topic; von Sydow [7] and Leeman et al. [79] .
As mentioned in the second subchapter, healthcare professionals do not always have the awareness, knowledge and skills to deal with sexual problems. Many gynaecologists are uncertain about what sexual advice to give when problems occur in pregnancy [7] or are uncomfortable speaking about it with women [21] . However, since it is known by now that healthy sexuality in pregnancy is a key stage in the evolution of being a parent [44] , healthcare providers should keep open conversations about this throughout the duration of their care.
von Sydow [7] summarized recommendations for taking a sexual history and giving patients sexual advice. She believes that a partner should always be included in this conversation if possible. Healthcare providers have to ask open questions and listen to the answers.
Depending on what time a healthcare provider approaches couples the following information should be obtained:
• Pregnancy: the current emotional, marital and sexual situation and the information needs of a woman and her partner
• Postpartum: sexual interest, behaviour, coital pain or incontinence
Then, the healthcare provider should give the couple the information about normal changes during the transition into parenthood, for example:
• Pregnancy: some women have no sexual interest whereas in others sexual interest is intensified
• Postpartum: Some mothers experience erotic feelings during breastfeeding, and some fathers are jealous about breastfeeding. Vaginal dryness might be associated with breastfeeding.
• Acknowledge women's and partners fears and uncertainties and respect the inner limitations that they probably have.
• Give technical advice about the range of sexual options; tenderness, non-coital sexual activities, alternative coital positions...
• Instruct the patient in self-help: post birth self-inspection of vulva with a hand mirror, exercises...
• Be sensitive to sexual and non-sexual domestic violence. Table 3 . Recommendations for taking a sexual history and giving a patient sexual advice in pregnancy or postpartum [7] Research has shown [7] that couples wish to receive more information about bodily changes and sexuality postpartum, and that counselling has been helpful. Leeman et al. [79] divides a clinical approach for prevention, evaluation and treatment of postpartum sexual concerns into three parts based on prenatal care, postpartum and postnatal care (see Table 4 ].
Prenatal Care
• Determine whether dysfunction was present before pregnancy.
• Discuss changes in anatomy, physiology, and sexual function that commonly occur during pregnancy.
• Discuss the likely safety of continuing sexual activity throughout pregnancy for most women.
• Evaluate presence of depression during pregnancy.
• Discuss option of perineal massage to minimize perineal trauma and postpartum pain.
Intrapartum
• Judicious use of operative vaginal delivery and selection of vacuum rather than forceps will decrease the incidence of anal sphincter lacerations.
• Limit the use of episiotomy.
• Careful postpartum examination to increase the detection and repair of anal sphincter lacerations.
• Repair perineal lacerations with synthetic absorbable suture.
• Discuss perineal pain, dyspareunia, and initiation of postpartum sexual activity before hospital discharge.
Postpartum
• Assess sexual function and address concerns, including considering the use of a brief sexual function screening questionnaire.
• Assess perineal repair if dyspareunia is present.
• Assess for presence of urinary and anal incontinence symptoms.
• Encourage vaginal lubricants, particularly in breastfeeding women with a physiologic hypoestrogenic state.
• Consider alternative positions.
• Assess for postpartum mood changes, adequate rest, and time for intimacy. Table 4 . Clinical approach for prevention, evaluation and treatment of postpartum sexual concerns Leeman et al. [79] Leeman and his colleagues [79] have offered the possibility of perineal massage as an option to minimize perineal trauma and postpartum pain. There are also many other things we can advise women to practice in order to minimize the risk of birth injury or to prepare her body optimally. One of them is pelvic floor exercise, formerly known as Kegel exercise. Research shows that exercising the pelvic floor muscles during pregnancy makes it less likely that urinary incontinence will occur after birth [104] . Continuing these exercises after pregnancy can help to prevent long-term problems, such as prolapse. Both prolapse and urinary incontinence have a great impact on altered sexual life [21] . What seems to be missing from Leeman et al.'s [79] intrapartum list is also the way that the second stage is delivered, the use of unnecessary actions to speed the birth process and not letting the nature taking its course, which are all influences on birth outcomes that have an impact on pain and subsequently on sexual life postpartum. A study confirms that midwifery-led care is associated with low rates of episiotomy and operative delivery and very low rates of postpartum pain measured by a validated pain scale [114] .
Optimal sexual health for women consists of a variety of physical and psychological factors, and open dialogue to encourage women to discuss these sensitive issues should be part of routine maternity care. Endocrine and psychosomatic factors as well as anatomical changes during pregnancy and the different forms of delivery may provoke female sexual dysfunction. Concerning sexual dysfunction after birth, almost 25% of women report sexual dysfunctions after birth such as low desire, dyspareunia, anoorgasmy and difficulty in lubrication, and many complain of more than one dysfunction. Leeman et al. [79] say that for many women the primary factors affecting the resumption of satisfying sexual activity postpartum relate not only to healing perineal trauma, vaginal dryness associated with lactation, or the effects of treatment for postpartum depression, but are dependent also on achieving an acceptable amount of rest and adequate time and physical space for intimacy. Although during antenatal visits healthcare providers have a tendency to avoid discussion of sexual problems, it is of great importance for couples to receive adequate information about the reduction of sexual intercourse, decline of libido and desire and other possible effects commonly encountered during pregnancy and postpartum.
The literature on selected topics is, despite its abundance, limited to a longitudinal prospective methodological approach and validating assessment tools. It is critical in the future to establish high quality normative data on sexual functioning during childbearing. More research is also needed to evaluate male sexual function and the role of the partner in overall sexual health [21] .
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